PALAVRAS-CHAVE:
-Profissionalismo 
em suas vidas profissionais como em suas vidas pessoais, por um maior "entendimento das emoções", "empatia", "habilidade para ouvir" e "habilidade para lidar com conflitos". Mais da metade dos estudantes sentiu-se motivada a estudar, especialmente "relação médico-paciente", "tratamento", "doenças comuns" e "medicina em geral". A atividade foi considerada importante para resgatar a motivação inicial que os levaram a escolher o curso médico. Conclusões: Refletir sobre as doenças e seus impactos na vida dos pacientes pode motivar os estudantes a aprender medicina, permitindo o resgate do significado pessoal e social de sua prática. O aprofundamento do debriefing foi importante para nutrir uma identidade profissional comprometida com a empatia e com os interesses dos pacientes. Atividades planejadas para abordar a influência e a importância das emoções na prática médica podem ajudar os estudantes no processo de reconciliação entre suas identidades pessoal e profissional.

INTRODUCTION
The traditional medical school curriculum is based on two components: one theoretical, made up mainly of expository lessons, and the other practical, based on learning in real situations, at the bedside.
Throughout the past several decades, there has been a sharp increase in the production of medical knowledge, as well as a genuine revolution in the way through which this knowledge is disseminated 1 . New generations of students consume this information while simultaneously engaging in other online activities, but this multitasking can decrease the student's capacity to reflect on what is being learned and on the meaning of each activity 2 . Dealing with emotions is one of the most challenging components of being a physician. Although there are some regular courses on communication skills and humanities, most medical curricula fail to address this issue directly 3 . In general, medical students learn by themselves how to cope with this important dimension of medical practice.
In this context, undergraduate medical education should incorporate new teaching methods to promote a safe environment for reflection, an essential aspect of lifelong learning 4 . Among the various techniques available for learning new competencies, simulation has been incorporated into the curriculum at various schools, and its importance has already been consolidated in a few areas of medical education 5 , such as in emergency medicine training 6 . The participation of standardized patients (SP) in simulation activities has increased 7 , especially for training in specific competencies related to physical examinations, communication and assessment in objective structured clinical examina- tions (OSCE). However, medical consultation is an extremely complex interaction, which involves, among other competencies, the formation of a meaningful bond, empathy, and negotiation of a shared treatment plan. These more complex elements have not yet been extensively explored through practical activities in the training of undergraduate medical students and residents. Recently, professional identity formation has gained value as an individual goal of medical education and this new concept allows teachers to incorporate the necessary nurturing of specific values and virtues to curricular and course design 8, 9 .
Another consequence of this new concept is the ongoing reframing of our assessment goals and objectives, which need to address the complexity of becoming a full professional 10, 11 .
This new approach highlights the crucial role of our social contract, which is to put patients' interests first, while being committed to the main principles of bioethics: autonomy, beneficence, no maleficence, justice and equity. We believe that formally addressing these issues in the medical curriculum can counterweigh the impact of the hidden curriculum and negative role models on students' attitudes and behaviors.
With this in mind, we developed a medical consultation simulation activity with SP with the purpose of providing training for the real practice of medicine. The clinical cases had a mixture of technical and humanistic challenges related to the doctor-patient relationship, demanding different competencies from the students. Moreover, we ensured that the patient's emotions related to the disease and to the doctor would always be made apparent during the consultations.
In parallel, we developed an extended debriefing based on emotions, with intensive reflection on the values and virtues of the medical profession, developing an awareness of the process of professional identity formation. The simulated consultations were triggers to bring emotions to the debate and to allow facilitators to share with students the importance of being aware of emotions and their impact on clinical reasoning and the doctor-patient relationship. Students could understand that emotions are natural and that it is important for the physician to deal with emotions in a positive way, protecting patients' interests and values. The environment was safe, free of pejorative and negative judgments and facilitators and students were able to share their experiences and understandings. The duration of each encounter was variable, ranging from three to five hours. Students could bring their own issues to the discussion and we used it as a parallel between the role of a physician and the role of a teacher. If we want to teach students how to be available for their patients' demands, we also must be available for student demands.
The objective of this project was to record the opinions of students on this kind of training and to assess the impact of the activity on their perceptions of their role in the doctor-patient relationship and on their personal and academic behavior. We were also interested in observing how students would cope with an activity dedicated to discussing patients' emotions and their own emotions as physicians and as medical students. We hypothesized that students had scarce curricular opportunities to reflect on that, particularly with the guidance of experienced physicians, based on real clinical situations, when emotions are intense and uncontrolled.
METHODS
The research project was submitted to the Research Ethics Committee on Human Beings at the Faculty of Medical Sciences of the University of Campinas (Unicamp), which granted the due ethical approval (896/2010 -CAAE 0692.0.146.000-10).
Participants
The study was carried out with 551 fourth-and sixth-year students at a medical school in Brazil. The fourth-year students (n=111) participated in the simulation activity voluntarily in 2011 and 2012, while the sixth-year students (n=440) participated through their curricular rotation in emergency medicine from 2011 to 2015.
Context
The undergraduate medical course at our institution takes 6 years. The beginning of the course includes basic sciences and an introduction to patient care; the third and fourth years are known as "clinical study", when students begin to perform consultations; and the two final years are dedicated to learning in practice in the major areas of medicine.
In their sixth-year, students have a mandatory Emergency Medicine rotation lasting two months. They are directly introduced into patient care at the Emergency Department, the Emergency Ward and the Intensive Care Unit, with constant supervision of physicians and professors. In this rotation, students face the challenges of the medical profession in a public health system and engage with the suffering of patients and their families. Therefore, it would be interesting to offer students, during this period, a dedicated time for them to reflect on these challenges with the guidance of experienced teachers.
Standardized Patients
The use of standardized patients in medical education has been well described in Brazilian 12 and international 13 literature. They are usually represented by lay people, often the teacher or other students (peers). Since our idea was to simulate a complex interaction, that is, a medical consultation, we decided to recruit a group of professional actors with experience in education for this activity. Initially, we presented to them the idea and objectives of the course, emphasizing its formative character. Then, teachers elaborated the clinical cases and a script was passed on to the actors, so that they could develop the corresponding personal and familiar characteristics necessary to transmit veracity to the case. Furthermore, from the outset the patients already had a well-established emotional atmosphere, so that the situations and emotions that we wanted to discuss during the debriefing would emerge in the consultations. The performance took place in a realistic way, and sought to faithfully reproduce a real consultation. Nevertheless, it is worth mentioning that in the simulated consultations the challenges are planned to arise, which is not always the case in real consultations, in which the patient may be inhibited for several reasons and not share some issues.
After this initial phase, we tested the cases through simulated consultations between the teachers and actors with the purpose of developing the patients' stories, discussing the themes involved and predicting the students' possible reactions when faced with each situation. The main concern about building the cases was to assure that patients' emotions would be present in each simulation activity, regardless of the student's performance. Our main purpose was to shed light on the effect of emotions on students' behavior during and after consultations, while reflecting on their performance.
Facilitators
During the development phase of this activity, we discussed situations from our real clinical practice, with special emphasis on the doctor-patient relationship. These discussions were essential in defining the main themes to be approached with the students and attempting to objectively formulate questions that were present in our day-to-day practice. We reflected on what our main difficulties and concerns were, when dealing with patients' emotions and on what were the most challenging situations related to that. It could be really challenging not being judgmental while observing and discussing students' performance in this kind of case.
In this context, it was important to be aware of our attitudes as teachers, especially of our reactions and attitudes towards the students' roles, both in simulated consultations and in the debriefing. We concluded that, if one of our core messages was the importance of avoiding preconceived ideas and judgments with regard to the patient, it would be necessary that we, as teachers, be trained not to make negative or moral judgments towards students. Thus, it was possible to conduct the discussions with an emphasis on positive reinforcement, which allowed us to approach difficult topics about the doctor-patient relationship, hidden curriculum and professional identity formation.
Simulation of Medical Consultations
The activity was performed in groups from seven to nine students in four weekly meetings throughout 2011-2015. In each of the meetings, the SP was seen by two students individually and sequentially, that is, while the first student was seeing the patient, the second waited outside the environment in which the activity was performed. The rest of the group (other students and facilitators) watched these consultations in an adjoining room through a closed-circuit television (CCTV) system. The facilitators who participated in the activity were working with the students in the emergency unit and the internal medicine infirmary and leading the simulation activities.
The clinical cases utilized were fictitious but based on various real outpatient care situations. All the cases involved feelings related to the disease and its consequences to the relationship of patients with their family, society and their own life story, and were built to evoke deep emotions in the patient and in the physician.
The clinical situations are shown in List 1 and included breaking bad news to a person with whom we have positive countertransference, comforting an angry patient, motivating demotivated patients with chronic diseases, dealing with a patient's refusal to notoriously efficient treatments, and helping the patient with end-of-life decisions.
Debriefing
After a short break, students would share with the group their initial feelings regarding the consultation that they had just experienced and would make a summary of the clinical case. The students' own speech, always rich in clues, worked as a trigger for discussion of the topics that had been planned. Furthermore, other themes based on the needs of each student and each group frequently came up.
The main reflection made in the debriefing revolved around the importance of realizing the frailty of the patient when faced with his or her disease. A diagnosis and its prognosis bring unplanned changes in the patient's life, possibly setting off emotions like fear, guilt and helplessness. The patients react to these emotions in different ways, showing indignation, sadness or even anger, a feeling that may be directed towards the physician. These reactions may confuse the young physician, who is not always alert to the hidden feelings that lie behind a patient's negative or even bad attitude. Because of the complexity of the topics discussed and the reactions of the students, who often became emotional and shared their difficulties, the debriefing lasted, on average, 2 to 3 hours per meeting and sometimes even 4 hours. The safe environment created allowed students to bring issues related to negative role models and to the hidden curriculum. During this time, we could discuss the role of emotions in clinical practice, and their influence on our relationship with the patient. Students could also reflect on the importance of being aware of this process. At the same time, we could challenge students with these two questions: "What kind of physician do you want to be?" and "What kind of medicine do you want to practice?". These questions were important for inducing awareness about the process of professional identity formation, while inviting students to reflect on the influences they had suffered along their journey as medical students. The students frequently discussed how they were reproducing clinical and ethical behaviors without properly reflecting on them, just imitating some of their negative role models.
Instrument and Data Analysis
On the last day of the activity, following the debriefing, the students filled out an anonymous questionnaire in which they were asked to score on a scale from 1 to 10 the activity as a whole, and specific aspects of it, like the facilities, the realism of the scenes, the acting and the feedback from the facilitators. Moreover, they answered questions about how they felt during the activity and about its impact on their professional and personal lives. These questions had as possible answers "yes", "no" and "indifferent", and were recorded and analyzed.
After certain questions, there was space for the students to explain their answers or write comments. These questions were: (1) "Did you feel comfortable during the feedback? After the anonymous questionnaire, students were invited to give their feedback directly to the facilitators. These sessions were most of the time very emotional meetings with a genuine feeling of being part of a community.
The students' answers were read by the authors, categorized and then classified based on most frequent to least frequent. Some complete sentences written by the students, which seemed most representative of the opinions of the group were selected and transcribed in full in this report.
RESULTS
The 551 fourth and sixth year medical students rated particular elements of the activity, and these results can be found in table 1, below.
The following questions addressed students' perceptions of other aspects of the simulation activity and of the impact of what they had learned on their academic and professional daily lives. These results can be found in table 2 .
We noted that, given the exposure involved in performing a filmed emotional consultation and being observed by classmates and professors, the vast majority of students felt comfortable during the simulated consultation and were able to get involved with the scenes, despite their being simulated. During the debriefing, 96% of students felt comfortable, even when discussing emotions related to patients. The main reasons given to explain this feeling were (1) openness to dialogue, (2) proximity of classmates and teachers, (3) a constructive environment and (4) absence of judgment. Some responses which can exemplify these reactions: In the opinion of more than 95% of the students, the activity had a positive impact on their ability to listen to patients, and to more than 91% this impact also extended to the ability to listen to others in general. When asked about the effect of the activity on their interactions with their classmates within the simulation group, around 75% of students reported a positive impact. Sometimes, during the debriefing, students reported that throughout the week they encountered real situations to which they were able to apply their ability to listen to patients or listen to others and that this brought them personal satisfaction. When asked about the practical applicability of the activity, 100% of the students reported that they would apply what they had learned to their professional lives and more than 93% reported that they would also apply it to their personal lives, through the following competencies: (1) understanding emotions, (2) empathy, (3) ability to listen, and (4) ability to deal with conflicts. The following responses written by students characterize these attitudes:
"I believe that I will apply what I learned to my personal life, paying attention to the real needs of others rather than what I think is important"; "The doctor-patient relationship is an exercise in improving your relationship with anyone. It makes you a better person, more willing to listen". "It is important to realize that myself and what I know are not the main issue during a consultation, but the truth is that I am there to listen, and to help patients to find a meaning in the context of their disease and its treatment."
When we asked if the activity had brought motivation to study, 67% of fourth-year students and 58% of sixth-year students responded in the affirmative, especially for the topics of (1) the doctor-patient relationship, (2) treatment, (3) most prevalent diseases and (4) medicine in general. One response that exemplifies these answers was as follows:
"I believe that the doctor with more knowledge is more confident, so I think that the activity motivated me to study everything, in general".
"This activity shows us a kind of medicine that is not learned from the books. We are always amazed by the quality of our teachers' consultations and now we can see that this quality is possible not only due to their technical competence, but also because they master a kind of relationship art -an art
we can learn and must use. We have learned the pathway to become as good as those we admire, and this will benefit our patients."
In the final space of the questionnaire, set aside for comments and spontaneous remarks from the students, there were several very significant responses from the students, two of them being as follows: It is worth emphasizing that, during the meetings with most groups, the students frequently brought up the need to talk about the hidden curriculum, often in an intense and emotional way. They shared with us the difficulty that they had in building their own way of practicing medicine when exposed to examples of negative role models, and its consequences to their academic, professional and personal satisfaction. During the last session, when students provide their feedback on the activity, the main theme was how they did not yet have a personal way of practicing medicine. Students stated that eventually their ethical and clinical behavior was molded in accordance with the expectations of the professor responsible for the clinical rotation they were in. In other words, they hadn't yet got control over their professional identity. This discovery was accompanied by a feeling of freedom and autonomy, rescuing some values and virtues that had motivated the students to choose medicine as a career in the first place. 
DISCUSSION
The use of simulation as a teaching tool in medicine has grown along with discussions of patient safety [14] [15] [16] , and students recognized the importance of prior training to clinical practice. Nevertheless, the fact of being filmed and exposed to the observation of classmates and teachers may cause discomfort and embarrassment 17 during the simulated consultations and the debriefing, potentially limiting the effectiveness of this kind of activity. In our study, however, the vast majority of students felt at ease during the simulated consultation and were able to engage in the scenes. We believe that this result may be partly due to the clear exposure of the objectives of the activity before its beginning, and the clarification that the intervention was purely formative and not summative. Sharing with the students the goal of addressing the affective aspects of clinical practice was important to prepare them to face patients' emotions during the simulated consultations.
Similarly, our students felt comfortable during the debriefing thanks to the openness to dialogue, the proximity with classmates and teachers, the constructive environment and the absence of judgment. We thus realized that the performance of the simulation activity by teachers who also work with students in real clinical practice situations might be a positive factor for the effectiveness of the course, due to both their proximity to the students and the understanding that the doctor-patient relationship is real, not merely theoretical and idealized. Since we are advocating the necessity of dealing with patients' emotions in a positive and constructive way, it is mandatory that facilitators do the same with students' emotions during the debriefing. Furthermore, the effort to foster a debriefing environment that was free, safe, devoid of judgment, and based on positive reinforcement seemed to allow students to share their experiences and their thoughts. This kind of environment is, in our opinion, the same that must exist between the doctor and the patient during a consultation, so that the patient feels at ease to share his or her experiences and thoughts, and so that the doctor has the legitimacy and intimacy necessary to make suggestions and comments that make sense to the patient's life. Therefore, students were able to understand that the abilities required to create a safe environment for sharing experiences, emotions and concerns are universal and not only related to medical profession.
The act of listening during the medical consultation has well-established benefits 18 . The simulation activity, according to the students, improved their ability to listen to the patient and to listen to others in general. This result may be partly due to the training in communication abilities, but we had the impression that, during the simulated consultations and the debriefing, the students were able to realize that truly listening brings immediate results to the doctor-patient relationship and to the outcome of consultations. Subjectively, we confirmed our hypothesis that to motivate the medical students to listen, we would have to create an environment in which the students themselves were heard. Besides that, students could notice that when patients are facing difficult moments and emotions are driving their behavior, non-verbal communication is particularly important, and even moments of silence are potentially full of meaning. This predisposition to listen to and notice others may also explain the results obtained in terms of the improvement in the students' interaction with participants of the activity. We noticed that, over the course of the weeks, the students displayed growing confidence in sharing their ideas and troubles and reported to us that this change occurred outside the context of the simulation activity as well. To accept the differences between the patients and ourselves as doctors is a sort of training to deal with differences in general. The opportunity to understand the motives of our patients' behavior can enlighten the importance of empathy and can drive us in the direction of humility and away from prejudice and intolerance.
The students reported that they believed that they will use what they had learned in their professional and personal lives. The first question that emerges from this is whether it is even possible to separate our lives as physicians from our personal lives. Work is an important part of our lives and is intertwined with our perception of the future. In addition to taking up much of our time, it offers us the social and finan-cial conditions to plan our lives as a whole. We believe that an accomplished professional has a greater chance of being a fulfilled person. Our students had the opportunity to reflect on the necessity of developing a professional identity fully committed to virtues and values of the medical profession and, at the same time, in complete harmony with our personal beliefs. They could discuss this issue with professionals who had already accomplished it.
In this same context, the students realized that many of the factors that improve our clinical practice and doctor-patient relationship could also improve our personal lives and our other relationships. When asked to explain how they believe they will apply what they have learned in their personal lives, the main categories of answers given by students were "understanding emotions", "having empathy", "listening" and "dealing with conflicts". We believe that it could represent a reconciliation between personal and professional identities, made possible by reflection on positive aspects of our professional development that can contribute to our personal lives.
During the debriefing, we had intense discussions about the impact of disease on patients' lives, and how all of their convictions, objectives and values could be questioned by the prospect of living with the disease. This causes a feeling of frailty, and the attentive doctor may, initially, understand and validate this feeling, and then offer positive suggestions that may help the patient deal with this challenge. In this way, the doctor acts supportively in the rebuilding of relationships and the meaning of things, which is fundamental for the patient to come to believe that happiness remains possible in the context of the disease.
In discussing these elements of the doctor-patient relationship during the debriefing, the students naturally had insights regarding how to conduct their consultations in the future. They noticed that it is often not enough to run down checklists of exam results and that treatment goes beyond prescribing medicine. This approach may explain the increase in motivation reported by students to study various aspects of the medical profession, as they understand that the nature of our profession is complex and that the necessary competencies to perform it should not be limited to just the technical aspects of treatment.
About 30 to 40% of the students answered they had not been motivated to study by the simulation activity. This could indicate that for this significant portion of the students the activity was not a positive and motivating experience. Although it is impossible to prove, after evaluating the questionnaire as a whole we believe that this is not likely, since more than 90% of the students reported positive impact of the activity in their personal and professional lives. Our hypothesis is that as we deal with difficult and intense issues, and participants often notice important things about themselves, the first impact of the activity may be the need for reflection rather than study itself. Even so, it is clear that the proposed didactic intervention may not be profoundly touching for all of the students.
A larger share of fourth-year students reported being motivated to study with the simulation activity. The other items in the questionnaire also showed a modest trend of more positive answers from these students compared to those in the sixth year. Although the difference is small, it may indicate that students at an earlier stage of formation may be more open to the impact and influence (positive or negative) of didactic interventions.
The deepening of the discussion of the social and cultural role of the physician brought to light the topic of the hidden curriculum, that is, the set of unplanned influences that medical students experience throughout the undergraduate course 19 . The process of developing the professional identity of these students is under the influence of the hidden curriculum and the latter may have a negative impact on their future professional identity
20
. Among the factors that constitute the hidden curriculum, role models are probably the most important. During the medical program, negative role models teach emotional distance as the best way of dealing with the conflicts inherent to our professional activities. The resultant cynical attitude, in addition to being ineffective for patients' outcomes, also compromises the doctor's own professional fulfillment. This served as an opportunity to share with the students the fact that there are other ways of dealing with difficulties encountered during the practice of medicine, and that professional maturity, together with reflection, bring more effective and fulfilling answers to the questions that emerge in our daily work as doctors. We believe that this kind of activity could be offered to students along the clinical rotations as a strategy to prevent the negative influence of certain role models that are in personal conflict with the medical practice. Simulation activities are well defined to address technical aspects of clinical practice, mainly related to patient safety and teamwork. We are proposing that simulation activities could also address "students' safety", preventing the development of the cynical behavior related to emotional detachment, learned from negative role models.
We also believe that professional identity formation may be addressed by simulation activities 21 . It is possible to create complex clinical scenarios, in which we discuss not only the technical aspects of medical practice, but also the affective, ethical and moral aspects of our decisions and attitudes. It is important to deal with all these dimensions at the same time, as well as dealing with the real practice. Helping the students deal with this complexity in a safe simulated scenario will help them develop a professional identity fully committed to the values and virtues of the medical profession. We realized that medical students sometimes do not behave properly not because they have low ethical or moral standards, but solely because they do not know how to, because they have not had the opportunity to reflect on what they are doing as doctors. As Aristotle stated a long time ago, virtue is practical wisdom, which demands practice to be learned and internalized.
Challenges and study limitations
There are some difficulties and challenges related to this type of didactic activity. The first is the availability of the physical structure and equipment for filming and broadcasting audio and video. In our case, the structure improved over time, and in the beginning we had to adapt to the contingencies of the moment, often improvising in order to be able to offer the activity. The second challenge was to hire and train the team of actors. As we chose to work with professional actors because of the complexity of medical consultations, institutional support was necessary for financial reasons. In addition, since the participants in the activity often share personal experiences and feelings, it was fundamental to discuss with the actors the importance of confidentiality and respect for the formative nature of the intervention.
A third challenge was faculty development. Teachers who participated as facilitators already had an interest in these topics and clinical experience as physicians. However, formal training in simulation as a teaching methodology was crucial to define teaching goals, to construct the scenarios, and to conduct the debriefing. Furthermore, the complementary training of teachers with non-medical literature, philosophy and arts greatly contributed to enriching the discussions.
In proposing such an activity, it is crucial that teachers have the time and dedication to allow the discussion to deepen. As described, each debriefing can last for several hours, and it is not uncommon for students to get emotional or cry, for example. Therefore, it seemed important to us that the willingness to help students was not limited to the duration of the activity, so that some personal difficulties could be addressed in a more individual way. At times, this support was accompanied by a follow-up recommendation in the psychological support service of our institution. 
